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STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES 

IN-HOME SUPPORTIVE SERVICES (IHSS) PROGRAM 
HEALTH CARE CERTIFICATION FORM 

A. APPLICANT/RECIPIENT INFORMATION (To be completed by the county)
Applicant/Recipient Name: Date of Birth: 

Address: 

IHSS Case #: County of Residence: 

IHSS Worker Name: 

IHSS Worker Phone #: IHSS Worker Fax #: 

B. AUTHORIZATION TO RELEASE HEALTH CARE INFORMATION
(To be completed by the applicant/recipient)

I, __________________________________________, authorize the release of health care information 
(PRINT NAME) 

related to my physical and/or mental condition to the In-Home Supportive Services program as it 
pertains to my need for domestic/related and personal care services. 

Signature: ______________________________________________________ Date: ____/_____/_____ 
(APPLICANT/RECIPIENT OR LEGAL GUARDIAN/CONSERVATOR) 

Witness (if the individual signs with an “X”): ___________________________________ Date: _____/_____/_____ 

TO: LICENSED HEALTH CARE PROFESSIONAL* – 
The above-named individual has applied for or is currently receiving services from the In-Home Supportive 
Services (IHSS) program. State law requires that in order for IHSS services to be authorized or continued a 
licensed health care professional must provide a health care certification declaring the individual above is 
unable to perform some activity of daily living independently and without IHSS the individual would be at risk 
of placement in out-of-home care. This health care certification form must be completed and returned to the 
IHSS worker listed above. The IHSS worker will use the information provided to evaluate the individual’s 
present condition and his/her need for out-of-home care if IHSS services were not provided. The IHSS worker 
has the responsibility for authorizing services and service hours. The information provided in this form will be 
considered as one factor of the need for services, and all relevant documentation will be considered in making 
the IHSS determination. 

IHSS is a program intended to enable aged, blind, and disabled individuals who are most at risk of being placed 
in out-of-home care to remain safely in their own home by providing domestic/related and personal care 
services. IHSS services include: housekeeping, meal preparation, meal clean-up, routine laundry, shopping 
for food or other necessities, assistance with respiration, bowel and bladder care, feeding, bed baths, 
dressing, menstrual care, assistance with ambulation, transfers, bathing and grooming, rubbing skin and 
repositioning, care/assistance with prosthesis, accompaniment to medical appointments/alternative resources, 
yard hazard abatement, heavy cleaning, protective supervision (observing the behavior of a non-self-direct-
ing, confused, mentally impaired or mentally ill individual and intervening as appropriate to safeguard 
recipient against injury, hazard or accident), and paramedical services (activities requiring a judgment based 
on training given by a licensed health care professional, such as administering medication, puncturing the skin, 
etc., which an individual would normally perform for him/herself if he/she did not have functional limitations, 
and which, due to his/her physical or mental condition, are necessary to maintain his/her health). The IHSS 
program provides hands-on and/or verbal assistance (reminding or prompting) for the services listed above. 

*Licensed Health Care Professional means an individual licensed in California by the appropriate California regulatory agency, acting within
the scope of his or her license or certificate as defined in the Business and Professions Code. These include, but are not limited to:
physicians, physician assistants, regional center clinicians or clinician supervisors, occupational therapists, physical therapists,
psychiatrists, psychologists, optometrists, ophthalmologists and public health nurses.
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IN-HOME SUPPORTIVE SERVICES (IHSS) PROGRAM HEALTH CARE CERTIFICATION FORM 
IHSS Case #: Applicant/Recipient Name: 

C. HEALTH CARE INFORMATION (To be completed by a Licensed Health Care Professional Only)

NOTE: ITEMS #1 & 2 (AND 3 & 4, IF APPLICABLE) MUST BE COMPLETED AS A CONDITION 
OF IHSS ELIGIBILITY. 

1. Is this individual unable to independently perform one or more activities of daily
living (e.g., eating, bathing, dressing, using the toilet, walking, etc.)
or instrumental activities of daily living (e.g., housekeeping, preparing meals,
shopping for food, etc.)?

□ YES □ NO

2. In your opinion, is one or more IHSS service recommended in order to prevent
the need for out-of-home care (See description of IHSS services on Page 1)?

□ YES □ NO

If you answered “NO” to either Question #1 OR #2, skip Questions #3 and #4 below, and complete the 
rest of the form including the certification in PART D at the bottom of the form. 

If you answered “YES” to both Question #1 AND #2, respond to Questions #3 and #4 below, and 
complete the certification in PART D at the bottom of the form. 

3. Provide a description of any physical and/or mental condition or functional limitation that has
resulted in or contributed to this individual’s need for assistance from the IHSS program:

4. Is the individual’s condition(s) or functional limitation(s) expected to last at
least 12 consecutive months OR expected to result in death within 12 months? □ YES □ NO

Please complete Items # 5 - 8, to the extent you are able, to further assist the IHSS worker in determining 
this individual’s eligibility. 
5. Describe the nature of the services you provide to this individual (e.g., medical treatment, nursing care,

discharge planning, etc.):

6. How long have you provided service(s) to this individual?

7. Describe the frequency of contact with this individual (e.g., monthly, yearly, etc.):

8. Indicate the date you last provided services to this individual: ____ / ____

NOTE: THE IHSS WORKER MAY CONTACT YOU FOR ADDITIONAL INFORMATION OR TO 
CLARIFY THE RESPONSES YOU PROVIDED ABOVE. 

D. LICENSED HEALTH CARE PROFESSIONAL CERTIFICATION
By signing this form, I certify that I am licensed in the State of California and all information provided above is 
correct. 
Name: Title: 

Address: 

Phone #: Fax #: 

Signature: Date: 

Professional License Number: Licensing Authority: 

PLEASE RETURN THIS FORM TO THE IHSS WORKER LISTED ON PAGE 1. 
SOC 873 (10/16) PAGE 2 OF 2 
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Self-Assessment 



Part 2: Self-Assessment Worksheet 

 (NOTE: The following section is not fully accessible. Please contact us if you need a different format for those 
worksheets at 1-800-776-5746.) 

In-Home Supportive Services Self-Assessment Worksheet 
Domestic Services: For adults only. Children are not eligible to receive domestic service hours. 

Domestic services are usually limited to 6 hours per month per household and divided by the number of people in 
the household. If you need more than 6 hours of domestic services per month because of the recipient’s disability 
(e.g., more frequent bathroom cleaning due to incontinence, frequent dusting due to asthma, etc.), then mark the 
time needed in the columns below.  

IHSS DOMESTIC SERVICES TABLE TO BE PRINTED AND FILL IN THE BLANKS 

DOMESTIC SERVICES Mon. Tue. Wed. Thurs. Fri. Sat. Sun. TOTAL 

a. Sweeping and
vacuuming

b. Washing kitchen
counters

c. Cleaning oven and
stove

d. Cleaning and defrosting
refrigerator
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DOMESTIC SERVICES Mon. Tue. Wed. Thurs. Fri. Sat. Sun. TOTAL 

e. Storing food and
supplies

f. Taking out garbage

g. Dusting and picking up

h. Bringing in fuel for
heating or cooking
purposes from a fuel bin
in yard, miscellaneous

i. Changing bed linens

j. Miscellaneous

TOTAL DOMESTIC 
SERVICES 
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Related services: meal preparation, meal clean up, routine laundry, shopping, and other errands. (Monday through 
Sunday.) 

IHSS RELATED SERVICES TABLE TO BE PRINTED AND FILL IN THE BLANKS 

RELATED SERVICES Mon. Tue. Wed. Thurs. Fri. Sat. Sun. TOTAL

Breakfast=B, Lunch=L, 
Dinner=D 

B L D B L D B L D B L D B L D B L D B L D

a. Preparing meals,
serving meals,
cutting up food*

b. Meal clean up and
menu planning**

c. Laundry, mending,
ironing, sorting,
folding and putting
away clothes

(Usually, 60 minutes per 
week in-home, 90 minutes 
per week out-of-home)*** 

d. Other Shopping /
Errands

(Usually, 30 minutes per week 
maximum)*** 
TOTAL RELATED 
SERVICES 
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IHSS NON-MEDICAL PERSONAL SERVICES TABLE TO BE PRINTED AND FILL IN THE BLANKS 

NON-MEDICAL 
PERSONAL SERVICES

Mon.  Tue.  Wed.  Thurs.  Fri.  Sat.  Sun. TOTAL

HEAVY CLEANING 

NONMEDICAL PERSONAL 
SERVICES 

a. Respiration*

b. Bowel/bladder care
(including help on/off
commode)*

c. Feeding and drinking*

d. Bed baths*

e. Dressing*

f. Menstrual care*

g. Ambulation*

h. Moving into and out of
bed*

d. Grooming, bathing, hair
care, teeth and fingernails*

j. Rubbing skin to aid
circulation, turning in
bed, repositioning in
wheelchair, help in and out
of vehicles*
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NON-MEDICAL 
PERSONAL SERVICES

Mon.  Tue.  Wed.  Thurs.  Fri.  Sat.  Sun. TOTAL

k. Care and help with
prosthesis*

TOTAL PERSONAL CARE 
SERVICES 

IHSS TRANSPORTATION SERVICES TABLE TO BE PRINTED AND FILL IN THE BLANKS 

10



Page 6 of 7 

TRANSPORTATION 
SERVICES 

 Mon.  Tues.  Wed.  Thurs.  Fri.  Sat.  Sun. TOTAL 

Medical Transportation 

a. To medical
appointments***

b. To alternative resources

YARD HAZARD 
ABATEMENT 

PROTECTIVE 
SUPERVISION 

PARAMEDICAL 
SERVICES 

(i.e., catheterization, 
injections, range of motion 
exercises, etc., specify) 

TOTAL WEEKLY 
SERVICES 

(Everything except 
Domestic Services) 

Multiply by 4.33 to get 
monthly total 
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* If asterisked hours equal 20 or more hours a week, recipient qualifies as “severely impaired.”

** Meal clean-up hours are included in determining whether severely impaired if IHSS assistance with meal 
preparation and consumption are necessary. 

*** IHSS will pay for transportation time to get you to and from medical appointments, as well as wait time. To 
be paid for waiting at a medical appointment, the provider has to show that while they are at a recipient’s 
medical appointment, they cannot leave because they cannot predict how long the recipient’s appointment will 
take. For more information about transportation to and from medical appointments, and provider wait times at 
those appointments, see our IHSS Provider Wait and Travel Times publication, available online. DRC Pub # 
5607.01. 

Page 7 of 7 

Plus Domestic Services 

(6 hours per month 
maximum unless more 
needed hours can be 
shown on page 1 above) 

TOTAL MONTHLY 
SERVICES 
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■■

STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

ASSESSMENT OF NEED FOR PROTECTIVE SUPERVISION
FOR IN-HOME SUPPORTIVE SERVICES PROGRAM

Release of Information Attached

PATIENT’S NAME: PATIENT’S DOB:

MEDICAL ID#: (IF AVAILABLE) COUNTY ID#:

IHSS SOCIAL WORKER’S NAME:

COUNTY CONTACT TELEPHONE #: COUNTY FAX #:

Your patient is an applicant/recipient of In-Home Supportive Services (IHSS) and is being assessed for the need for Protective 
Supervision. Protective Supervision is available to safeguard against accident or hazard by observing and/or monitoring the behavior of
non self-directing, confused, mentally impaired or mentally ill persons. This service is not available in the following instances:

(1) When the need for protective supervision is caused by a physical condition rather than a mental impairment;
(2) For friendly visitation or other social activities;
(3) When the need for supervision is caused by a medical condition and the form of supervision required is medical;
(4) In anticipation of a medical emergency (such as seizures, etc.);
(5) To prevent or control antisocial or aggressive recipient behavior.

Please complete this form and return it promptly. Thank you for your assisting us in determining eligibility for Protective Supervision.
(Welfare and Institutions Code §12301.21)

DATE PATIENT LAST SEEN BY YOU: LENGTH OF TIME YOU HAVE TREATED PATIENT:

DIAGNOSIS/MENTAL CONDITION: PROGNOSIS:
Permanent Temporary - Timeframe:

PLEASE CHECK THE APPROPRIATE BOXES
MEMORY

■■No deficit problem Moderate or intermittent deficit (explain below) ■■ Severe memory deficit (explain below)
Explanation:_________________________________________________________________________________________________
___________________________________________________________________________________________________________

ORIENTATION
■■ No disorientation ■■ Moderate disorientation/confusion (explain below) ■■ Severe disorientation (explain below)

Explanation:___
___________________________________________________________________________________________________________

______________________________________________________________________________________________

JUDGMENT
■■ Unimpaired ■■ Mildly Impaired (explain below) ■■ Severely Impaired (explain below)

Explanation:_________________________________________________________________________________________________
___________________________________________________________________________________________________________

1. Are you aware of any injury or accident that the patient has suffered due to deficits in memory,
orientation or judgment? ■■ Yes ■■ No

If Yes, please specify: ______________________________________________________________________________________

2. Does this patient retain the mobility or physical capacity to place him/herself in a situation which
would result in injury, hazard or accident? ■■ Yes ■■ No

3. Do you have any additional information or comments?____________________________________________________________
_______________________________________________________________________________________________________

CERTIFICATION
I certify that I am licensed to practice in the State of California and that the information provided above is correct.

SIGNATURE OF PHYSICIAN OR MEDICAL PROFESSIONAL: MEDICAL SPECIALTY: DATE:

ADDRESS: LICENSE NO.: TELEPHONE:

RETURN THIS FORM TO: COUNTY’S MAILING ADDRESS, CITY, CA,: ATTN; SW-NAME

SOC 821 (3/06)

(          )

■■ ■■ __________

■■

/      /

mailing address
Medical Professional’s

Physician’s /
Attending

31



STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

PROTECTIVE SUPERVISION
24-HOURS-A-DAY COVERAGE PLAN
PLEASE PRINT
NAME OF IHSS RECIPIENT: RECIPIENT’S TELEPHONE #:

ADDRESS OF IHSS RECIPIENT:

NAME OF PRIMARY CONTACT RESPONSIBLE: CONTACT’S TELEPHONE #:

RELATIONSHIP TO RECIPIENT:

As the primary contact for arranging the 24-hour-a-day coverage plan for the above named Recipient, I acknowledge my
understanding of the following:

● A 24-hour-a-day coverage plan has been arranged and is in place.

The continuous 24-hour-a-day coverage plan can be met regardless of paid In-Home Supportive Service (IHSS) hours
along with various alternate resources (i.e.; Adult or Child Day Care Centers, community resource centers, Senior
Centers, respite centers, etc.)

● The 24-hour-a-day coverage plan will be provided at all times.

● If there is any change to the 24-hour-a-day coverage plan (i.e. hospitalization, attendance in day-care programs,
travel, etc.)  I will immediately notify the IHSS social worker.

● The above name Recipient has an established need for 24-hour-a-day Protective Supervision if he/she is to remain
safely in the home. The IHSS social worker has also discussed with me the appropriateness of out-of-home care as
an alternative to 24-hour-a-day Protective Supervision.

NAME OF CARE PROVIDER (1): CONTACT PHONE #:

NAME OF CARE PROVIDER (2): CONTACT PHONE #:

NAME OF CARE PROVIDER (3):

Describe the implementation of the Protective Supervision 24-Hour-A-Day Coverage Plan:

CONTACT PHONE #:

SIGNATURE OF PRIMARY CONTACT RESPONSIBLE: DATE:

SIGNATURE OF IHSS SOCIAL WORKER: CONTACT PHONE #:

SOC 825 (6/06) OPTIONAL COUNTY-USE FORM
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State of California – Health and Human Services Agency 
IN-HOME SUPPORTIVE SERVICES (IHSS) 
PROTECTIVE SUPERVISION  
24-HOURS-A-DAY COVERAGE PLAN (SOC 825)

INSTRUCTIONS 

The IHSS Protective Supervision 24-Hours-A-Day Coverage Plan (SOC 825) is an optional 
form for County use.  The SOC 825 is intended to ensure that recipients who need Protective 
Supervision have the 24-hours of care needed for their health and safety 24 hours a day.  
The recipient’s social service worker and the IHSS care provider(s), whether a family 
member, friend, or no relation at all, should discuss together a plan or schedule of 24 hours a 
day of coverage for the recipient. 

NAME OF IHSS RECIPIENT:  Enter the full name of the IHSS recipient. 

RECIPIENT’S TELEPHONE NUMBER:  Enter the contact telephone number for the 
recipient. 

ADDRESS OF IHSS RECIPIENT:  Enter the recipient’s home address where the majority of 
the 24-hours-a-day coverage will be performed.  

NAME OF PRIMARY CONTACT RESPONSIBLE:  Enter the name of the person with 
primary responsibility for coordinating the recipient’s 24-Hours-A-Day Coverage Plan.  

PRIMARY CONTACT’S TELEPHONE NUMBER:  Enter the telephone number for the 
primary contact responsible.  

RELATIONSHIP TO RECIPIENT:  Enter the relationship of the primary contact to the 
recipient, (i.e., family member, IHSS care provider, friend, etc.). 

NAME OF CARE PROVIDER(S) (1), (2), (3), and CONTACT TELEPHONE NUMBER(S):  
Enter the name(s) of each care provider responsible for the recipient’s care during the 24 
hours a day of coverage.  Enter a contact telephone number for each care provider.   

If more than three (3) care providers are responsible for this recipient, an additional sheet of 
paper can be attached with name(s) and contact telephone number(s). 
Describe the implementation of the Protective Supervision 24-Hours-A-Day Coverage Plan: 

Enter the planned schedule, or explanation of the plan in which the above provider(s) will 
ensure the recipient is cared for the entire 24-hour period.  An additional sheet of paper can 
be attached if more space is needed to describe the 24-Hours-A-Day Coverage Plan. 

SIGNATURE OF PRIMARY CONTACT RESPONSIBLE and DATE:   Once the 24-Hours-A-
Day Coverage Plan is developed, the primary contact responsible will sign and date the form 
when the Plan is discussed with the social worker authorizing the need for Protective 
Supervision. 

SIGNATURE OF IHSS SOCIAL WORKER and CONTACT TELEPHONE NUMBER:  
When the 24-Hours-A-Day Coverage Plan is discussed and signed and dated by the primary 
contact, the county social service worker will sign the form and add their contact telephone 
number.   

A copy of the form is to be provided to the primary contact and retained in the County case 
file.  

SOC 825 INSTRUCITONS 33
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STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES 

REQUEST FOR ORDER AND CONSENT -
PATIENT’S NAMEPARAMEDICAL SERVICES 

MEDI-CAL IDENTIFICATION NUMBER 

TO: 

■ ■ ■

Dear Doctor: 

This patient has applied for In-Home Supportive Services (IHSS) and stated that he/she needs certain paramedical 
services in order for him/her to remain at home. You are asked to indicate on this form what specific services are needed 
and what specific condition necessitates the services. 

In-Home Supportive Services is authorized to fund the provision of paramedical services, if you order them for this patient. 
For the purpose of this program, paramedical services are activities which, due to the recipient’s physical or mental 
condition, are necessary to maintain the recipient’s health and which the recipient would perform for himself/herself were 
he/she not functionally impaired. These services will be provided by In-Home Supportive Services providers who are not 
licensed to practice a health care profession and will rarely be training in the provision of health care services. Should you 
order services, you will be responsible for directing the provision of the paramedical services. 

Your examination of this patient is reimbursable through Medi-Cal as an office visit provided that all other applicable 
Medi-Cal requirements are met. 

If you have any questions, please contact me. 

SIGNED TITLE TELEPHONE NUMBER DATE 

TO BE COMPLETED BY LICENSED PROFESSIONAL 
NAME OF LICENSED PROFESSIONAL OFFICE TELEPHONE 

OFFICE ADDRESS (IF NOT LISTED ABOVE) 

TYPE OF PRACTICE 

TYPE OF PRACTICE 

■ Physician/Surgeon 

RETURN TO: (COUNTY WELFARE DEPARTMENT) 

■ Podiatrist 

CONTINUED ON BACK 

■ Dentist 

SOC 321 (11/99) 40



    ■ ■

■

Does the patient have a medical condition which results in a need for IHSS paramedical services?” ■ YES ■ NO 
Is YES, list the condition(s) below: 

List the paramedical services which are needed and should be provided by IHSS in your professional judgement. 

TYPE OF SERVICE TIME REQUIRED TO PERFORM THE 
SERVICE EACH TIME PERFORMED 

FREQUENCY* HOW LONG SHOULD THIS SER-
VICE BE PROVIDED?# OF TIMES TIME PERIOD 

* Indicate the number of times a service should be provided for a specific time period: (Example: two times daily, etc.)

Additional comments: 

■ IF CONTINUED ON ANOTHER 

SHEET, CHECK HERE 

CERTIFICATION 

I certify that I am licensed to practice in the State of California as specified above and that this order falls within the scope 
of my practice. In my judgement the services which I have ordered are necessary to maintain the recipient’s health and 
could be performed by the recipient for himself/herself were he/she not functionally impaired. 

I shall provide such direction as is needed, in my judgement, in the provision of the ordered services. 

I have informed the recipient of the risks associated with the provision of the ordered services by his/her IHSS provider. 

SIGNATURE DATE 

PATIENT’S INFORMED CONSENT 

▼

I have been advised of risks associated with provision of the services listed above and consent to provision of these services by my 
In-Home Supportive Services provider. 

SIGNATURE DATE 

▼
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What are Functional Index 
Rankings and Hourly Task 

Guidelines? 
a. Adult 
b. Child 



Functional Index Rankings and Hourly Task Guidelines

As an In-Home Supportive Services (IHSS) applicant/recipient, it is helpful to know what 
IHSS Functional Index (FI) Rankings are and how they impact your assessment.  The FI 
rankings range from 1-6 (see below description) and indicate the level of assistance you 
need to perform tasks safely.  A county IHSS social worker will assign a rank to each 
service category to help determine the amount of assistance needed.

Rank 1:  Independent.  Able to perform 
function without human assistance.

Rank 2:  Able to perform a function but 
needs verbal assistance, such as 
reminding, guiding, or encouragement. 

Rank 3:  Can perform the function with 
some human assistance, including, but 
not limited to, direct physical assistance 
from a provider. 

Rank 4:  Can perform a function with 
only substantial human assistance. 

Rank 5:  Cannot perform the function, with or without human assistance. 

Prescribed by a licensed health care professional:

Rank 6:  Requires Paramedical Services. 

After assigning a rank in each service category and taking into consideration your 
individual needs, the social worker will authorize time within or outside the Hourly Task 
Guidelines.  If time is needed outside the guidelines, this is called an exception. If you 
need more or less time outside the guidelines for a specific rank within a service, your 
social worker will review whether exceptions are needed, as appropriate.

For more information, contact your local IHSS office.
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Updated 5/29/2019 

NOTE:  Current MPP regulations define the HTGs in decimal format, e.g., 1.50 hours. To align service assessment/authorization with the Case Management, 
Information, and Payrolling System (CMIPS) data entry, time allocations are re-formatted to hours:minutes. This change in format does not contradict current 
program regulation and reduces confusion regarding the entry of time into CMIPS [MPP sections 30-757.11 through 30-757.14(k)].

Hourly Task Guidelines

Social workers also use Hourly Task Guidelines (HTGs) as specified in State regulations to determine the appropriate time needed on a weekly 
basis in each service category. Regulatory Authority:  Manual of Policies and Procedures (MPP) section 30-757.11 through 30-757.14(k). 

NOTE:  This tool does not invalidate current HTG regulations. 

Service Category Rank 2 
(Low) 

Rank 2 
(High) 

Rank 3 
(Low) 

Rank 3 
(High) 

Rank 4 
(Low) 

Rank 4 
(High) 

Rank 5 
(Low) 

Rank 5
(High) 

Preparation of Meals 3:01 7:00 3:30 7:00 5:15 7:00 7:00 7:00
Meal Clean-up 1:10 3:30 1:45 3:30 1:45 3:30 2:20 3:30
Bowel and Bladder Care 0:35 2:00 1:10 3:20 2:55 5:50 4:05 8:00
Feeding 0:42 2:18 1:10 3:30 3:30 7:00 5:15 9:20
Routine Bed Baths 0:30 1:45 1:00 2:20 1:10 3:30 1:45 3:30
Dressing 0:34 1:12 1:00 1:52 1:30 2:20 1:54 3:30
Ambulation 0:35 1:45 1:00 2:06 1:45 3:30 1:45 3:30
Transfer 0:30 1:10 0:35 1:24 1:06 2:20 1:10 3:30
Bathing, Oral Hygiene, and 
Grooming 

0:30 1:55 1:16 3:09 2:21 4:05 3:00 5:06

Service Category Low (Time Guidelines) High (Time Guidelines) 
Menstrual Care 0:17 0:48 
Repositioning and Rubbing Skin 0:45 2:48 
Care of and Assistance with Prosthetic 
Devices 

0:28 1:07 

Services with Time Guidelines: 
Service Category Time Guidelines 
Domestic Services 6:00 total maximum per month per household unless adjustments* apply; Prorations may apply** 
Shopping for Food 1:00 per week per household unless adjustments* apply; Prorations may apply 
Other Shopping/Errands 0:30 per week unless adjustments* apply; Prorations may apply 
Laundry 1:00 per week (facilities within home); 1:30 per week (facilities out of home); per household; Prorations may apply 

* Adjustments refer to a need met in common with housemates.
** When prorating Domestic Services, the natural or adoptive children of the recipient who are under 14 are not considered (MPP section 30-763.46).  Other
children in the household (i.e., grandchildren, nieces, nephews, etc.) under 14 are considered.
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FUNCTIONAL INDEX RANKING FOR MINOR CHILDREN IN IHSS 
AGE APPROPRIATE GUIDELINES TOOL 

Each child must be assessed individually. 

Age Housework Laundry 
Shopping 

and Errands 

Preparation 
of Meals 
and Meal 
Clean-Up Ambulation 

Bathing/Oral 
Hygiene/ 
Grooming Dressing 

Bowel and 
Bladder 

Care Feeding Transfer Respiration 

0-1 1 1 1 1 or 6 1 1 1 1 or 6 1 or 6 1 1, 5 or 6 

2 1 1 1 1 or 6 1 1 1 1 or 6 1 or 6 1-5 1, 5 or 6 

3 1 1 1 1 or 6 1 1 1 1 or 6 1 or 6 1-5 1, 5 or 6 

4 1 1 1 1 or 6 1 1 1 1-6 1 or 6 1-5 1, 5 or 6 

5 1 1 1 1 or 6 1-5 1 1-5 1-6 1 or 6 1-5 1, 5 or 6 

6 1 1 1 1 or 6 1-5 1 1-5 1-6 1 or 6 1-5 1, 5 or 6 

7 1 1 1 1 or 6 1-5 1 1-5 1-6 1 or 6 1-5 1, 5 or 6 

8 1 1 1 1 or 6 1-5 1-5 1-5 1-6 1-6 1-5 1, 5 or 6 

9 1 1 1 1 or 6 1-5 1-5 1-5 1-6 1-6 1-5 1, 5 or 6 

10 1 1 1 1 or 6 1-5 1-5 1-5 1-6 1-6 1-5 1, 5 or 6 

11 1 1 1 1 or 6 1-5 1-5 1-5 1-6 1-6 1-5 1, 5 or 6 

12 1 1 1 1 or 6 1-5 1-5 1-5 1-6 1-6 1-5 1, 5 or 6 

13 1 1 1 1 or 6 1-5 1-5 1-5 1-6 1-6 1-5 1, 5 or 6 

14 1 1, 4 or 5 1 1 or 6 1-5 1-5 1-5 1-6 1-6 1-5 1, 5 or 6 

15 1 1, 4 or 5 1 1 or 6 1-5 1-5 1-5 1-6 1-6 1-5 1, 5 or 6 

16 1 1, 4 or 5 1 1 or 6 1-5 1-5 1-5 1-6 1-6 1-5 1, 5 or 6 

17 1 1, 4 or 5 1, 3 or 5 1-6 1-5 1-5 1-5 1-6 1-6 1-5 1, 5 or 6 
Notes: 

All minors should be assessed a functional rank of 1 when identified above unless extraordinary need is documented. 
Minors who live with their provider parents must be assessed a functional rank of 1 in Housework regardless of extraordinary need. 
For areas with ranges, the social worker should utilize the Annotated Assessment Criteria and Developmental Guide to determine the appropriate functional rank. 
Memory, Orientation and Judgment FI ranks of 1, 2 or 5 should be assessed. The county staff must review a minor's mental functioning on an individualized basis and must 
not presume a minor of any age has a mental functioning score of 1. (ACL 98-87, MPP § 30-756.372; WIC §§ 12301(a), 12301.1.) 
The FI ranks listed above reflect the age at which a minor may be expected to complete all tasks within a service category independently and are based on the Vineland Social 
Maturity Scale. These rankings are provided as a guideline only. Each child must be assessed individually. 
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 Developmental Guide 

SELF CARE 
Gross 
Motor 

Meal Prep & 
Consumption Domestic Tasks 

Develop
mental 
State 

Bathing/Oral 
/Hygiene/Groo

ming 

Bowel and 
Bladder 

Dressing Ambulation Feeding Meal Prep 
and clean 

up 

Housework Laundry Shopping and 
Errands 

Infancy 
(0-2) 

Stands alone 
by 10-

12months; 
walk 

unassisted by 
15 months; 
runs by 18 

months 

Eats with 
spoon by 

12-14
months; 

drinks form 
cup by 10-
12 months 

Toddler 
(3-4) 

Able to Wash 
hands/face and 

brush teeth 
unassisted 

Requires 
supervision 

and 
assistance 

with 
toileting; 

may ask to 
go to the 
bathroom 

Removes 
shirt/dress/pa
nts; puts on 

shirt/dress/pa
nts with some 

assistance 

Walks 
upstairs 

unassisted; 
requires 

supervision/a
ssistance 
walking 

downstairs 

Uses fork 
correctly 

eat 

Able to 
wipe 

surface/tab
le; able to 
pour from 

one 
container 
to another 

with 
supervisio

n 

Able to pick 
up and put 
away toys 

Can follow 
simple on-step 
direction (e.g. 
bring me the 

cup) 

Early 
Childhoo

d (5-8) 

Bathes self 
with some 

assistance and 
minor 

supervision 

Cares for self 
at toilet 

unassisted; 
may 

experience 
bed wetting 

Able to button 
shirt/dress/pa

nt; dresses 
self; ties 

shoes 

Able to skip 
and climb on 

and up 
structures 

Able to use 
table knife 
to cut and 

spread 

Able to 
help clear 
table and 

assist with 
clean up 

Cares for 
room/makes 

bed 

Able to put 
away 

clothes in 
drawer; 

fold 
clothes 

with 
assistance 

Can follow three 
step direction 

(e.g. go to your 
room, get your 
shoes on, and 

come to the car) 
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Middle 
Childhoo
d (9-11) 

Combs or 
brushes hair; 
able to bathe 

unassisted and 
unsupervised 

Washes 
dishes/clea
ns up with 
supervisio

n 

Able to 
sweep floor; 
take out the 

trash 

Able to 
hang up 

clothes in 
closet; 
transfer 
and load 
clothes 

into 
washer/dry

er 

Able to follow 
more complex 
directions (e.g. 
get ready for 

school 
tomorrow); able 

to handle 
money/change 

Early 
Adolesce
nce (11-

14) 

Able to 
cook 

simple 
meals and 
clean up 

unassisted 
and 

unsupervis
ed 

Able to 
vacuum 

Able to 
use iron 
safely 

Makes minor 
purchases/run 
errands (short 

distances) 

Late 
Adolesce
nce (15-

18) 

Able to 
prepare 

meals and 
clean up 

Able to shop for 
groceries 

unassisted 

KEY: Not yet full appropriate Fully Functional 

Note: The information in this guide represents developmental milestones.  There are always 
variances from that norm 

In Home Supportive Services (IHSS) 102 
Training Academy      

Fall/Winter 2018-2019 

Developed by: Nicole C Polen, Ph.D      
Child Development Specialist      
River Oak Center for Children, Sacramento 

69



 

Parent Providers 



SOCIAL SERVICES STANDARDS 
Regulations SERVICE PROGRAM NO. 7: IN-HOME SUPPORT SERVICES 

30-763SERVICE AUTHORIZATION (Continued) 

30-763 (Cont.)

30-763

.44 When the recipient is under eighteen years of age and is living with the recipient's parent(s), 
who has a legal duty pursuant to the Family Code to provide for the care of his/her child, IHSS 
may be purchased from a provider other than the parent( s) when no parent is able and available 
to provide the IHSS services for any of the following reasons, and services must be provided 
during the inability or unavailability of the parent(s): 

.441 When the parent(s) is unavailable because of employment or is enrolled in an educational 
or vocational training program . 

.442 If the parent(s) is physically or mentally unable to provide the needed IHSS services . 

.443 When the parent is unavailable because of on-going medical, dental or other health­
related treatment. 

.444 When the parent(s) must be unavailable to perform shopping and errands essential to the 
family, search for employment, or for essential purposes related to the care of the 
recipient's minor siblings, IHSS may be purchased from a provider other than the 
parent(s) for up to eight hours per week to perform IHSS tasks necessary during the 
unavailability of the parent(s) . 

.45 When the recipient is under eighteen years of age and is living with the recipient's parent(s), 
who has a legal duty under the Family Code to provide for the care of his/her child, the IHSS 
specified in Section 30-763 .456 may be purchased from a parent under the following condition: 

.451 The parent has left full-time employment or is prevented from obtaining full-time 
employment because no other suitable provider is available and the inability of the parent 
to perform supportive services may result in inappropriate placement or inadequate care. 

(a)For the purposes of this section, full-time employment means working an average
of 40 or more hours per week regardless of worksite location. A parent
providing IHSS-funded care to his/her own child is not full-time employment.

.452 For the purposes of Section 30-763.451, a suitable provider is any person who is willing, 
able, and available to provide the needed IHSS. A suitable provider who is a person 
having a duty pursuant to the Family Code need only be able and available to provide the 
needed IHSS; the person is only considered to be unavailable if that unavailability occurs 
during a time the recipient must receive a specific service, for the following reasons: 
employment, enrollment in an educational or vocational training program, or employment 
searches. 

CALIFORNIA-DSS-MANUAL-SS 
MANUAL LETTER NO. SS-15-01 Effective 1/1/15 

Page 87 

85





��

�1�R�W�L�F�H���R�I���$�F�W�L�R�Q��
�D�Q�G���$�S�S�H�D�O�V��



NOTICE OF ACTION 
IN-HOME SUPPORTIVE SERVICES (IHSS) 
CHANGE 

 
COUNTY OF 

STATE OF CALIFORNIA 
HEALTH AND HUMAN SERVICES AGENCY 

CALIFORNIA DEPARTMENT OF SOCIAL SERVICES 

NoticeDate  :
Case Name  :   
Case Number :    

NOTE:  This notice relates ONLY to your In-Home Supportive 
Services.  It does NOT affect your receipt of SSI/SSP, Social 
Security, or Medi-Cal. KEEP THIS NOTICE WITH YOUR 
IMPORTANT PAPERS. 

  Social Worker Name :                                       
 Social Worker Number :   

                                  
 Social Worker Address :
Social Worker Telephone  : 

   

(ADDRESSEE) 

 
 

 

SERVICES 

Note: See the back of the next page for a short 
description of each service. 

TOTAL 
AMOUNT OF 
SERVICE 
NEEDED 

ADJUSTMENT 
FOR OTHERS 
WHO SHARE 
THE HOME 
(PRORATION) 

AMOUNT OF 
SERVICE YOU 

NEED 

SERVICES YOU 
REFUSED OR 
YOU GET FROM 
OTHERS 

AUTHORIZED 
AMOUNT OF 
SERVICE YOU 
CAN GET 

HOURS: MINUTES 
HOURS: MINUTES HOURS: MINUTES NOW WAS +/- 

DOMESTIC SERVICES (per MONTH):       

RELATED SERVICES (per WEEK): 
Prepare Meals       
Meal Clean-up       
Routine Laundry       
Shopping for Food       
Other Shopping/Errands      

NON-MEDICAL PERSONAL SERVICES (per WEEK): 
Respiration Assistance (Help with Breathing)       
Bowel, Bladder Care       
Feeding       

Routine Bed Bath       
Dressing       
Menstrual Care       
Ambulation (Help with Walking, including 
Getting In/Out of Vehicles) 

      

Transferring (Help Moving In/Out of Bed, 
On/Off Seats, etc.) 

      

Bathing, Oral Hygiene, Grooming       
Rubbing Skin, Repositioning       

Help with Prosthesis (Artificial Limb, Visual/ 
Hearing Aid) and/or Setting up Medications 

      

ACCOMPANIMENT (per WEEK): 
To/From Medical Appointments 
To/From Places You Get Services in Place of 
IHSS 

      

PROTECTIVE SUPERVISION (per WEEK): 
PARAMEDICAL SERVICES (per WEEK):       

TOTAL WEEKLY HOURS:MINUTES OF SERVICE YOU CAN GET: 
MULTIPLY BY 4.33 (average # of weeks per month) TO CONVERT TO MONTHLY HOURS:MINUTES: x 4.33 = 

SUBTOTAL MONTHLY HOURS:MINUTES OF SERVICE YOU CAN GET: 
ADD MONTHLY DOMESTIC HOURS:MINUTES OF SERVICE YOU CAN GET (from above): 

TOTAL HOURS:MINUTES OF SERVICE YOU CAN GET PER MONTH: 
TIME LIMITED SERVICES (per MONTH): 
Heavy Cleaning:     

Yard Hazard Abatement     
Remove Ice, Snow 
Teaching and Demonstration     

TOTAL HOURS:MINUTES OF TIME LIMITED SERVICES YOU CAN GET PER MONTH: 
 
 

Questions?: Please contact your IHSS social worker. See top of page for phone number. 
State Hearing: If you think this action is wrong, you can ask for a hearing. The back of this page tells 
how.  
NA 1253 (11/12) IHSS CHANGE Page 1 of  

As of _______________the services you can get and/or the amount of time you can get for services has changed. 
Here why: 
Total Hours:Minutes of IHSS you can get each month is now:  .  This is a/an increase/decrease of  . 
You will now get the services shown below for amount of time shown in the column “Authorized Amount of Service You can Get.” That 
column shows the hours/minutes you got before, the hours/minutes you will get from now on, and the difference. If you are getting less 
time for a service, the reason(s) is shown on the next page. 
1) If there is a zero in the "Authorized Amount of Service You Can Get" column or the amount is less than the "Total Amount of Service 
Needed" column, the reason is explained on the next page(s). 

2) "Not Needed" means that your social worker found that you do not require assistance with this task. (MPP 30-756.11) 
3) "Pending" means the county is waiting for more information to see if you need that service. See the next page(s) for more information. 

MMDDYYYY 
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